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nation, signed wheelchair clinic evaluation,
and the seven element order are received
by medical suppliers, they will send a “de-
tailed written order” outlining the specific
equipment recommendations, with associ-
ated HCPCS codes, to the physician for
signature.  All of this documentation is time-
sensitive as the medical supplier only has
45 days to gather this information.  It is
therefore imperative that all requests for
documentation are immediately completed
and returned.

Once the physician’s role is complete,
the supplier must ensure that the pre-
scribed equipment is medically necessary
as outlined by Medicare guidelines, veri-
fying that the documentation and justifi-
cation are complete.  The equipment is
then ordered and delivered.  The supplier
bills for the equipment electronically, with
coded item descriptions corresponding to
equipment and filed documentation.8

Medicare cannot be billed until the user
receives the equipment.  Medicare also
reserves the right to audit the patient’s file
at any time to verify supporting documen-
tation, and may withdraw reimbursement
from the supplier if guidelines are not met.
Therefore the supplier, who cannot repos-
sess the client’s equipment, takes on a sig-

nificant financial risk in providing expen-
sive power wheelchairs to clients without
proper documentation or true medical
need.  Whether Medicare is the primary
or secondary insurer, the same documen-
tation requirements are necessary. Most
other insurers are starting to follow these
same guidelines.  Unlike Medicare, other
insurers will actually review the support-
ing documentation and issue a prior au-
thorization, allowing the supplier to pro-
vide the equipment without risk.

The seating clinic at Southern New
England Rehabilitation Center seeks to
streamline the process for physicians and
clients, ensuring that people like Ms.
Rholing will receive the most appropriate
and cost-effective wheelchair.   At the out-
patient clinic at Saint Joseph Hospital for
Specialty Care, the PT and OT staff are
Assistive Technology Professionals and have
provided specialty evaluation services for
seating and positioning for the past decade.

REFERENCES
1. http://assets.aarp.org/rgcenter/health/

state_hcb_09_ri.pdf
2. http://cms.hhs.gov/coveragegeninfo/downloads/

wheelchairreg2.pdf
3. http://www.miravistallc.com/blog/?tag=group-2-

power-wheelchairs

4. http://www.pridemobility.com/physicianresourcecenter/
documentation requirements.asp

5. http://medicare.gov/publications/pubs/pdf/
11046.pdf

6. http://commandmobility.com/medicare
coverage1.htm

7. https://www.noridianmedicare.com/dme/news/
docs/2009/11_nov/power_mobility_devices_
7_element_order.

8. http://www.cms.hhs.gov/ElectronicBilling EDITrans/

Stacey Johnson OTR/L, ATP, is a staff
occupational therapist and  Assistive Tech-
nology Professional.

Colleen Fitzsimmons MS, PT, is a
Clinical Manager of Rehabilitation.

Both are at the Southern New En-
gland Rehabilitation Center.

Disclosure of Financial Interests
The authors and their spouses/signifi-

cant others have no financial interests to
disclose.

CORRESPONDENCE
Stacey Johnson, OTR/L, ATP
Southern New England Rehabilitation
Center
21 Peace Street
Providence, RI 02907
Phone: (401) 456-4177
e-mail: sjohnson@saintjosephri.com

Pediatric Rehabilitation Day Treatment For Children
With Brain Injury and Neurodevelopmental Disorders

Marilyn F. Serra, MS/MEd, CCC/SLP, and Colleen McCarthy, BASW

�
The pediatric rehabilitation literature
offers many studies on models of care for
autistic children with medical, behavioral
and psychiatric co-morbidities as well as
adolescent brain injury victims with cog-
nitive and physical impairments 1.2  This
article describes a day treatment program
at a comprehensive outpatient medical
rehabilitation center specializing in neu-
rological disorders. Sargent Rehabilita-
tion Center has an adolescent traumatic
brain injury (TBI) unit and a private day
school for children with special needs
who are diagnosed primarily with autism
spectrum disorder (ASD).

Legislative federal and state initiatives
in maternal health, child care, and edu-
cation have defined the need to develop
community systems and delivery service

models for children with special needs,
which includes TBI and ASD.3.4.5.6.7 De-
veloping a continuum of care to address
the severe problems of these children has
challenged medical, psychosocial, reha-
bilitation, and education professionals.
Likewise, selecting appropriate programs
of service has challenged families, physi-
cians, public/private referrers, and pur-
chasers of service.

More than one million children in
the US suffer closed head injuries annu-
ally, with acute and persistent impair-
ments. 8 With an incidence of ASD of 1
per 150 births, the prevalence of child-
hood autism in the US could reach 4
million in the next decade.9 Although
school systems have traditionally not fo-
cused on rehabilitation, the continuum

of public and private programs should
provide levels of care based on the sever-
ity of the condition.

PHILOSOPHY, FEATURES, AND THE
PYRAMID OF TRANSITIONAL CARE

Sargent Rehabilitation Center’s pro-
grams for children and young adults are
offered six hours daily, 230 days a year.
Both the TBI and ASD programs are lo-
cated in specially equipped rehabilitation
settings, with vocational training areas.
Clients are treated as “whole persons” who
live with their families in the community.
The impact of a clinical problem will of-
ten arise or change with developmental
stages. Care needs to be readily accessible,
coordinated, and continuously provided
by an experienced interdisciplinary team.
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A customized plan of care should address
immediate and emerging clinical needs as
well as the transition to the community.
Finally, the model should be dynamic.

Young adults (13 to 21 years) with
TBI are referred from acute care hospi-
tals or rehabilitation units. Private insur-
ance coverage is later transferred to
school systems.  Eligibility criteria include
function at or above Level VI in the
Rancho Los Amigos scale (confused, but
generally appropriate) and care managed
by a physician. There should be no se-
vere unstable depression, psychosis or
substance abuse. The activities of daily
living such as eating and toileting should
be dependent to minimal assist. The cli-
ent should be capable of developing skills
for functional communication and have
a participating family member.

Children (3 to 21 years) with ASD
often have co-morbidities, including dys-
phagia, sleep disorders, acquired brain
disorders, and psychiatric conditions such
as obsessive-compulsive disorder, depres-
sion, and anxiety.  Local education agen-
cies (school districts) are usually both
referrers and purchasers.  Referrals are also
made by the family physician, specialty
physician, and hospital-based or commu-
nity centers. A physician must be in charge
of the child’s care and the child must have
an IQ of two standard deviations or more
below the mean. The child should be ca-
pable of developing skills for communica-
tion, self-care, mobility, and social func-
tions.  In addition, the child should be
appropriate for an instructional environ-
ment of multi-disciplinary strategies and
have a family member who actively par-
ticipates in the rehabilitation program.

The core interdisciplinary teams for
both the brain injury unit and day school
include a pediatrician who is a bridge be-
tween the family and/or specialty care phy-
sicians and the interdisciplinary team. A
nurse monitors ongoing medical condi-
tions. Other team members include a physi-
cal therapist, occupational therapist,
speech/language pathologist, social worker,
behavior analyst, and special educator for
daily, coordinated therapies. When students
are age 14, transitional and vocational spe-
cialists join the team.  Neuropsychology and
audiology are available to assess impairments
and guide treatments. Service teams for
these complex clients should have clinical
experience and expertise10  with an analytic

diagnostic-remedial process, individualized
treatment, evidence-based interventions,
and counseling.

Unique features of the treatment
model are the transfer of care services be-
tween clinical and functional levels. Pro-
gram evaluation measures the effectiveness
of the frequency, duration and intensity
of services. Evaluating planned versus ac-
tual outcomes measures the efficiency and
appropriateness of the care model.

The Pyramid of Transitional Care is
the philosophical model for the provision
of   clinical intervention and functional
training.  Stability of function is achieved
by regularly adjusting the type and inten-
sity of interventions. The Pyramid is dy-
namic, allowing for age, clinical severity,
co-morbidities and families. It is designed
for use as a continuity of care system, but
each level of care can also be an admission
or exit point.  The levels of care are:  In-
Clinic, Transitional Step-Down, and Tran-
sitional Community Re-Entry. (Figure 1).

Exit decisions are based on criteria for
continued care and the expectation of func-
tional gains; they are subject to external eco-
nomic and family constraints. Transfer de-
cisions are based on achievement measured
against predicted performance, through a
process that includes families, referrers, and
reimbursers of services.

 The family, attending physicians, re-
ferring source, and reimbursement agency

are critical to the provision of each level of
care. Furthermore, community mental
health agencies and businesses are impor-
tant at the Step Down and Re-Entry lev-
els to ensure continuity of functioning.

Since its inception, 90 young adults
and 1,040 children have completed the
pyramid system.  Each client is assessed
with the Sargent Rehabilitation Center
Functional Evaluation Scale, with data
collection at admission, during the pro-
gram, at discharge, and at six months and
one year after discharge.  The evaluation
scale is similar to the FIM (Functional
Independence Measure) and FAM
(Functional Assessment Measure) for
self-care, mobility, communication, cog-
nition, behavior, health and safety, trans-
portation, vocational potential, and lei-
sure.  Outcome information on func-
tional measures is analyzed from grids that
have baseline, predicted, and actual out-
comes from admission through discharge.

The first test of functional achieve-
ment is at the In-Clinic level.  A con-
trolled environment with optimal inten-
sity of services is intended to achieve and
maintain maximum independence in the
learning or re-learning of cognitive, com-
munication, self-care, mobility, and so-
cialization skills.  The Step-Down level
assesses the stability of functional achieve-
ment in environments that simulate the
real world as well as trials in the actual
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community.  Training can be returned
to In-Clinic services to improve stability
with ADLs and education.  The Com-
munity Entry level moves functional
achievement from simulated and actual
trials to performance in the actual com-
munity with decreasing interventions and
assistance.  Final measures establish the
application of maximum levels of inde-
pendence achieved to returning to dis-
trict schools, living at home and prepar-
ing for employment.  The following case
demonstrates some of these principles.

Susan was a 17-year-old high school
student who had wanted to be a teacher
when she  was an unrestrained passenger
in a rollover vehicle accident. She was
unresponsive, required intubation, and
had a Glasgow Coma scale of 4.  Radio-
logic studies revealed diffuse axonal in-
jury and a subarachnoid hemorrhage.
Her complicated month-long hospital
stay included G-tube placement.

She received intensive rehabilitation
for 4 weeks and was referred to the
Sargent Rehabilitation Center Adoles-
cent Brain Injury Unit. Susan was admit-
ted to the Program for 5 days/week.  At
admission she presented with moderate-
severe deficits with memory, cognitive
processing speed, complex attention and
executive function.

She also had moderate left neglect,
impaired left upper extremity function, and
decreased range of motion and strength in
left lower extremity Her speech/cognitive
therapy, occupational therapy, physical
therapy and psychological counseling were
conducted in individual and group sessions
with a focus on cognitive and executive
function.  After one month, Susan demon-
strated carryover of some memory strate-
gies and her self-monitoring and self-cue-
ing skills (i.e. double-checking her work)
had improved.  As a result, educational ser-
vices were initiated,  including 4th-5th grade
math, reading, science and social studies.
Through the interdisciplinary and collabo-
rative model of education and rehabilita-
tion, at the end of 5 months, Susan’s aca-
demic testing indicated she had gained 2
½ years.  Susan continued to make progress.
Ten months into the program she read at
the 8th grade level. She continued to require
therapy for memory and executive func-
tion in order to stabilize these areas.  When
Susan was 18 years old, she was transferred
to the transitional step down level of care,

with  vocational services. Given her goal to
be a teacher, she worked with her teachers
and therapists on activities as such a basic
lesson plan and resume writing.  The voca-
tional specialist worked on interviewing
skills while the speech therapist worked on
pragmatics. Ultimately Susan used her les-
son plan to read to a Sargent Center day
school pre-school child and then to the
entire classroom.  After this success, her
program was transitioned to community re-
entry.

At this level of care, Susan went to a
community day care to work with young
children.

This included helping them with
clothing, snacks, lunch, and reading to
them.  Back in the clinic, 1 day/week she
continued to work on activities such as
job applications.  Less than two years af-
ter the accident, Susan was hired as a
teacher’s aide in a local school depart-
ment and has not missed a day of work.

In conclusion, the pyramid of tran-
sitional care provides a rehabilitation
model for neuro-developmental disorders
and traumatic brain injury.  Clients are
transferred through a pyramid of care
levels from intensive clinical services to
functional ADL training in order to re-
turn to community living.  A key element
to this model is establishing stability of
function by regularly adjusting the type
and intensity of interventions. Level of
care decisions are based on achievement
measured against predicted performance.
Each client is evaluated on a scale of func-
tional achievement that can ultimately be
applied to productive living in the com-
munity.  The model itself continues to be
a work in progress.

REFERENCES
1. Haley SM, Dumas HM, Ludlow L.  Variation by

diagnostic and practice pattern groups in the
mobility outcomes of inpatient rehabilitation pro-
grams for children and youth.  Physical Therapy
2001; 81:1425-36.

2. Heineman AW, Bode RK, et al.  Impact of pediat-
ric rehabilitation services on children’s functional
outcomes.  Amer J Occupational Therapy
2004;58:44-53.

3. Commentary:  A New Definition of Children
With Special Health Care Needs.  Pediatrics 1998;
12:137-9.

4. Federal Individuals with Disabilities Education
Act, 2004 amended, (20 U.S.C.,Chapter 33
et.seq).

5. Rhode Island Board of Regents Elementary and
Secondary Education Regulations Governing the
Education of Children with Disabilities, 2007
amended.

6. Section 504 of the Federal Rehabilitation Act of
1973.  Nondiscrimination on the Basis of Dis-
ability in Programs and Activities Receiving or
Benefitting from Federal Financial Assistance and
the Americans with Disabilities Act (42 U.S.C
12101).

7. Title I:  No Child Left Behind Act: Improving
the Academic Achievement of the Disadvantaged:
Final Rule, Department of Education (34 CFR
Part 20) Federal Register, October 29, 2008.

8. Catroppa C, Anderson V.  Traumatic brain injury
in Childhood.  Developmental Neurorehabilitation
2009;12: 53-61.

9. Centers for Disease Control and Prevention.
MMWR. Surveillance Summaries. 2007; 56: 1-
40.

10. King G, Currie M, et al.  The development of
expertise in pediatric rehabilitation therapist. De-
velopmental Neurorehabilitation  2007:

      10: 223-40.

Marilyn F. Serra, MS/MEd, CCC/
SLP, is President-CEO.

Colleen McCarthy, BASW, is Vice-
President, Programs and Professional Ser-
vice.

Both are at the Sargent Rehabilita-
tion Center.

Disclosure of Financial Interests
The authors and spouses and signifi-

cant others have no financial interests to
disclose.

CORRESPONDENCE
Marilyn F. Serra, MS/MEd, CCC/SLP
Sargent Rehabilitation Center
800 Quaker Lane
Warwick, RI  02818
Phone: (401) 886-6600
E-mail:  mserra@sargentcenter.org


